hypothesized, experiences of discrimination, childhood family adversities, childhood sexual abuse, other childhood trauma, and chronic stresses all loaded on the latent cumulative burden of adversities and trauma construct (CBAT). The CBAT stress exposure index in turn predicted the mental health status latent variable. Although there were several significant univariate ethnic and gender differences, and ethnic and gender differences were observed on several paths, there were no significant ethnic differences in the final model fit of the data. These findings highlight the deleterious consequences of cumulative stress and trauma for mental health and underscore a need to assess these constructs in selecting appropriate clinical interventions for reducing mental health disparities and improving human health. Keywords discrimination; stress; trauma; racial minorities Extensive mental and physical health disparities exist among racial/ethnic groups (Jackson, Knight, & Rafferty, 2010; Karter et al., 2002; Krieger, Chen, Waterman, Rehkopf, & Subramanian, 2005) . Many theories have been proposed to explain the robustness of these ethnic-based differences, including psychosocial stress models that suggest that minorities experience unique stressors that strongly impact health (Dressler, Oths, & Gravlee, 2005) . These stressors include discrimination based on ethnicity and having multiple traumatic experiences. The need for research to guide prevention and intervention efforts to reduce these disparities is particularly relevant for African Americans and Latinos who carry a disproportionally high burden of physical and mental health disorders (Krieger et al., 2005; Myers, 2009) . Several large-scale epidemiological studies have recently confirmed that exposure to acute and chronic early life adversities and trauma is associated with increased risk for adult psychiatric disorders (Benjet, Borges, & Medina-Mora, 2010; Green et al., 2010; McLaughlin et al., 2010) . For example, a greater number of childhood abuses predicts increased risk for adult depression (Chapman et al., 2004) , health risk behaviors (Felitti et al., 1998) , and for violence victimization and perpetration in adulthood (Whitfield, Anda, Dube, & Felitti, 2003) . African Americans and Latinos, who often carry the greatest childhood exposure to adversities and traumas, are often underrepresented in these studies (Turner & Lloyd, 2004) . Furthermore, these groups face ongoing adult trauma and chronic adversities, including the stress of racism and discrimination that is associated with their socioeconomic status (SES; Finch, Kolody, & Vega, 2000; Myers, 2009 ), national origin, and/or sexual minority status (Ayala, Bingham, Kim, Wheeler, & Millett, 2012; Glover, Williams, & Kissler, 2012) .
For these reasons, there is a great need for research on lifetime exposure to adversities and trauma that include community samples of men and women from diverse ethnic and linguistic backgrounds (Delany-Brumsey, Joseph, Myers, Ullman, & Wyatt, 2011; Glover et al., 2010; Wyatt, Myers, & Loeb, 2004) . In particular, there is a need to understand how early life traumas predict negative mental health outcomes, such as depression, anxiety, and posttraumatic stress disorder (PTSD), in these populations. Potential gender differences in the impact of these experiences also are poorly understood and require additional investigation (Greenfield, 2010; Grella, Stein, & Greenwell, 2005) .
Lifetime Adversities and Traumas and Their Relations to Mental Health
Recent epidemiologic studies have indicated that a substantial percentage of people in the general population reported experiencing multiple types of trauma and adversities before reaching adulthood (e.g., Kessler, 2000) . Early acute adversities include life events such as the death of a parent and witnessing violence or physical abuse. Chronic adversities include stressful experiences such as family financial difficulties, parental divorce or other separation from parents or caregivers, neglect, and life-threatening childhood illness, as well as parental maladjustment including mental illness, substance abuse, and criminality . A large number of studies also have documented the extensive negative consequences of childhood sexual abuse (CSA) and its role as a vulnerability factor that enhances risk for mental health outcomes in both women and men. CSA is associated with elevated risk for depression (Putnam, 2003) , PTSD (Cougle, Timpano, Sachs-Ericsson, Keough, & Riccardi, 2010; Glover et al., 2010; Sumner, Wong, Schetter, Myers, & Rodriguez, 2012) , anxiety (Gold, Lucenko, Elhai, Swingle, & Sellers, 1999) , substance use/ abuse , and adult sexual abuse and high risk sexual behaviors Myers et al., 2006; Wyatt, Carmona, Loeb, Ayala, & Chin, 2002) . Symptoms of depression and PTSD often co-occur, and comorbid PTSD and major depression have been found to be associated with trauma exposure (Delany-Brumsey et al., 2011) . Furthermore, exposure to episodic and chronic life stresses in adulthood (e.g., chronic socioeconomic stresses, social instability, multiple losses, experiences of discrimination) also have been associated with an exacerbation of risk for, and severity of, chronic diseases and psychiatric disorders in adults, especially in those with preexisting early vulnerabilities (Breslau, Davis, Andreski, & Peterson, 1991; Halfon & Hochstein, 2002) .
Discrimination is a construct that reflects an individual's selfreported experiences of discrimination. Pascoe and Smart Richman (2009) defined it as "a behavioral manifestation of a negative attitude, judgment, or unfair treatment toward members of a group" (p. 533). Many minority groups have reported subtle and overt stressful discrimination experiences as part of their daily lives (Myers, 2009; Sue et al., 2007) . Most research has focused on the relations between mental health outcomes and experiences of discrimination, with higher perceived discrimination being consistently associated with poorer mental health, including symptoms of anxiety, depression, and PTSD (e.g., Jackson et al., 1996; Kessler et al., 2010; Lee & Ahn, 2011; Pascoe & Smart Richman, 2009; Williams & Mohammed, 2009 ). Although the effects of discrimination on physical health has received less research attention relative to mental health, discrimination has been found to be associated with chronic health conditions and with self-reported indicators of poor physical health in several large crosssectional studies and reviews (Mays, Cochran, & Barnes, 2007; Smedley, 2012; Williams & Mohammed, 2009 ). exposure predicts negative mental health outcomes in adolescence and adulthood McLaughlin et al., 2010; Schilling, Aseltine, & Gore, 2008; Seery, Holman, & Silver, 2010; Toussaint, Shields, Dorn, & Slavich, 2014; Wickrama, Conger, & Abraham, 2005) . For example, recent data from the U.S. National Comorbidity Survey Replication indicate that whereas childhood financial hardship predicts first onset of several psychiatric disorders, including anxiety, mood, behavioral, and substance disorders across the life span, this effect appears to be due to its association with greater exposure to multiple childhood family traumas rather than to childhood financial hardship per se .
Taken together, the available evidence indicates that the cumulative effect of these adverse experiences account for greater risk and vulnerability, even when compared to other individual sources of early or later adversity or trauma (Kessler, 2000) . Although there is growing evidence for the potential fruitfulness of a cumulative approach to investigating the detrimental effects of lifetime histories of exposure to adversities and traumas on mental health (Schilling et al., 2008; Schumm, Briggs-Phillips, & Hobfoll, 2006; Seery et al., 2010) , there continues to be debate about the best method for estimating these effects (i.e., sum scores of discrete experiences or using more comprehensive cumulative measures). It also remains unclear whether more advanced statistical methods (i.e., structural equation modeling; SEM) may advance our understanding of ethnic group disparities in health and mental health (Geronimus, Hicken, Keene, & Bound, 2006; Myers, 2009 ). Therefore, the goal of the present study was to test a model of cumulative burden of adversities and trauma (CBAT) in a community sample of 500 low-SES African American and Latino/a men and women using SEM. It was designed to estimate the utility of CBAT in predicting risk for mental health symptoms (depression, anxiety, and PTSD), and to test whether ethnicity and gender moderate the hypothesized relationships in the model using multigroup SEM (see Figure 1 ). This approach provides a more holistic, multidimensional, and culturally relevant assessment of the cumulative lifetime burdens faced by many marginalized groups, especially those from racial/ethnic minority backgrounds.
Method Participants and Procedure
A multiethnic sample of 500 participants, including 230 African Americans (167 men and 63 women) and 270 Latinos (50 men and 220 women) who reported histories of CSA and/or interpersonal violence (IPV) as adults were recruited to participate in four studies supported by the National Institute of Mental Health-funded Center for Culture, Trauma, and Mental Health Disparities. Three of the studies consisted of participants with self-reported experiences of child sexual abuse before the age of 18 years, and one study enrolled participants who reported previous experiences of spousal abuse. Participants in the four studies were recruited from a variety of community clinics and community-based organizations in south central Los Angeles, California following procedures that were approved by the Institutional Review Board at the University of California, Los Angeles and Charles R. Drew University of Medicine & Science. Community clinics and social service organizations that serve primarily low-income African American and Latino clients were approached to obtain their support in allowing the project teams to recruit at their agency. Both direct recruitment and staff referrals were used and all who expressed interest were prescreened by a trained multiethnic, multicultural team and enrolled in one of the four studies. Study-specific flyers and word-of-mouth referrals were used to supplement direct recruitment. Descriptions of the recruitment procedures have been previously published (see Glover et al., 2010; Glover, Williams, & Kissler, 2012; Rodriguez, Heilemann, Fielder, Ang, Nevarez, & Mangione, 2008 for more detailed descriptions of the recruitment procedures).
A standard core battery of psychosocial measures was administered in private sessions. The interview team included highly trained, culturally competent African American and Latina women who interviewed English-speaking African American and Latino men and women. The team was trained in 1-week workshops that were designed to sensitize interviewers to the fact that underserved populations often have not disclosed their trauma histories, and likely have not participated in research studies examining these experiences. Transportation, childcare, and refreshments were provided, and signed informed consents were obtained. Assessments were conducted in a standardized fashion for all participants. CSA and adult trauma questions were completed in face-to-face interviews due to the sensitive nature of the topics. All of the other measures were administered on laptop computers equipped with the audio computer-assisted self-interview system. All of the measures have been used and shown to be reliable in previous studies with this population. Assessments conducted in Spanish were translated and back-translated to ensure their appropriateness for use with monolingual Spanish-speaking participants. The assessment sessions lasted a maximum of 2.5 hrs and all participants received compensation up to $100, depending on time required to complete the study protocol. All participants received referral information for mental health and other services.
Measures
Self-reported demographic characteristics included age, race/ethnicity, personal and household income in the past year, years of education, employment (full/part-time, not employed), self-identified sexual orientation, and marital/relationship status.
Predictor Variables
The key predictors of interest were childhood family adversities, childhood traumas (i.e., CSA, other nonsexual traumas), adult adversities (i.e., chronic stress, experiences of discrimination), and adult sexual and nonsexual traumas.
Childhood family adversities were assessed with a brief 10-item version of the Family Adversity Questionnaire (Kessler & Magee, 1993) . This questionnaire assessed participants' number of nonsexual, adverse early life experiences (e.g., parental incarceration, illness, disability, death, severe poverty, etc.), and a reliable (α = .83) sum score was calculated and used in the analyses.
CSA was assessed with nine screening items from the Wyatt Sexual History Questionnaire-Revised (WSHQ-R), a 478-item structured interview that assesses consensual and nonconsensual sexual experiences (Wyatt, Lawrence, Voudonon, & Mickey, 1993) . Participants were classified as experiencing CSA if they responded "yes" to any questions related to sexual experiences with an adult or with someone 5 years older before the age of 18 years, or if they were coerced in a sexual encounter by a perpetrator who was less than 5 years older than the victim (Loeb, Gaines, Wyatt, Zhang, & Liu, 2011) . A reliable (α = .85) standardized composite severity of CSA was calculated by summing responses to each of four dimensions (i.e., type of physical contact, age at the time of the abuse, frequency of the abuse, and relationship of the victim to the perpetrator) for each CSA incident reported (Loeb et al., 2011) and used in the analyses.
Other childhood trauma was assessed with 13 questions about nonsexual abuse experiences such as physical abuse, disasters, accidents, exposure to community violence from the revised Green (1996) Trauma History Questionnaire, and a reliable (α = .80) sum score was calculated and used in the analyses.
Chronic life stresses was assessed with 15 items from the Chronic Burden Scale (Gurung, Taylor, Kemeny, & Myers, 2004 ) that measure difficulties experienced in the past month from a number of stressors (e.g., economic, employment, crime, legal problems).
Respondents were asked to rate the degree to which each source of stress is a problem for them, with ratings ranging from 1 (not a problem) to 4 (a major problem), and a reliable (α = .84) sum score was calculated and used in the analyses.
Experiences of discrimination due to one's race/ethnicity was assessed with the 17-item Brief Perceived Ethnic Discrimination Questionnaire-Community Version (Brondolo et al., 2005) . This measure asks respondents to rate on a 5-point scale ranging from 1 (never) to 5 (very often) the frequency with which they experienced various forms of unfair treatment because of their ethnicity/race, such as "Because of your ethnicity/race…" "How often have policemen or security officers been unfair to you?" "Have you been treated unfairly by coworkers or classmates?" "Have people not trusted you?" "Has it been hinted that you must be lazy?" A very reliable (α = .94) sum score was calculated and used in the analyses.
Adult trauma was assessed with a series of yes/no items, including two questions about experiences of sexual abuse as an adult (i.e., attempted or completed rape as an adult); five questions about adult experiences of IPV from the Abuse Assessment Screen (Soeken, Parker, McFarlane, & Lominack, 1998 ) that inquired about psychological, physical, and sexual abuse experiences with a primary partner in the last 12 months; and nine questions about other adult trauma experiences (i.e., nonsexual or physical abuse experiences such as disasters, accidents, exposure to community violence) from the revised Green (1996) Trauma History Questionnaire. A reliable sum score (α = .75) was calculated for all items responded to as yes and used in the analyses.
All of these childhood and adult adversities and trauma experiences are conceptualized collectively as indicators of a CBAT latent construct.
Outcome Variables
The primary outcome of interest was mental health status as a latent construct that was indexed by severity of depression, somatic symptoms of anxiety, and PTSD symptoms.
Severity of depression symptoms was assessed with the 20-item Center for Epidemiological Studies-Depression Scale (CES-D; Radloff, 1977) that asked participants to rate the frequency with which they experienced each symptom in the last 2 weeks on a 4-point Likert-type scale ranging from 0 (not at all) to 3 (every day or almost every day). A very reliable sum score (α = .91) was calculated, with higher scores indicating more severe depression.
Severity of PTSD symptoms was assessed with the 17-item Posttraumatic Diagnostic Scale (Foa, Cashman, Jaycox, & Perry, 1997) that asks respondents to appraise the "worst" traumatic event experienced. Each item was rated on a 4-point Likert-type scale ranging from 0 (not at all or only 1 time) to 3 (5 or more times a week or almost always). A very reliable (α = .92) sum score was calculated, with higher scores indicating more severe symptoms.
Severity of anxiety and somatic symptoms was assessed with the 13-item Patient Health Questionnaire (PHQ-13; Kroenke & Spitzer, 2002) . The measure asked respondents to rate how often in the last 2 weeks they experienced any of the 13 anxiety symptoms on a 4-point scale ranging from 0 (not at all) to 3 (nearly every day) and yielded a reliable sum score (α = .83), with higher scores indicating more severe somatic anxiety.
Data Analysis
A series of 2 (ethnicity) × 2 (gender) analyses of variances were conducted testing for differences on the demographic, psychosocial predictors, and psychiatric symptom outcomes. The means, standard deviations, and the tests of significant differences between the groups for all study measures are presented in Table 1 .
Hypotheses were tested using multiple-group analysis within a SEM (Ullman, 2013) . The models were estimated using maximum likelihood estimation and evaluated using the Yuan-Bentler scaled chi-square that is appropriate for models estimated with nonnormal data (Yuan & Bentler, 2000) . Goodness-of-fit models were evaluated with both the root mean square error of approximation (RMSEA) and the comparative fit index (CFI); good-fitting models have RMSEAs < .06 and CFI indexes > .95 (Ullman, 2013) .
In multiple-group analysis within a structural equation model, a series of models were tested. First, good-fitting models were established separately in each subgroup of participants (Latino, African American). The fit of the model and the significance of the prediction paths were tested within each model. The multiple-group models were then examined to test differences across the two groups. This multiple-group model is called the baseline model. In the baseline model, all of the path coefficients were allowed to vary across groups. A series of analyses in which paths are constrained (the coefficients are statistically forced to be equal) across the groups were conducted testing hypotheses about the ethnic group as a moderator. The hypothesized model tested in each group is presented in Figure 1 . The indicators (i.e., measured variables) of the constructs are reported in Table  1 . EQS 6.1 (Bentler & Wu, 2005) was employed for all analyses. Table 1 shows the means, standard deviations, and tests of group differences for all variables. The sample had a mean age of 39 years, was generally low-SES (73.25% with incomes at or below $1,249 per month), and unemployed (77.23%). However, the majority (68.46%) had at least a high school education. As shown in Table 1 , there were a number of significant gender and ethnic group differences on several of the CBAT indicators and mental health outcomes, which suggest the need to investigate possible group differences in the pattern of relations in the hypothesized CBAT model.
Results

Tests of Model Assumptions
There was evidence that multivariate normality was violated in each group (i.e., Mardia's (1985) normalized coefficients were 12.97 and 6.3 in the Latino and African American samples, respectively, (ps < .001). There were no outliers. Given the non-normality, all models were estimated with maximum likelihood estimation and evaluated with the Yuan-Bentler scaled chi-square (Yuan & Bentler, 2000) .
Separate SEM Models
The hypothesized model in Figure 1 was tested for each group individually and there was evidence that the two models fit well: Latino sample, Yuan-Bentler χ 2 (38, N = 270) = 84.71, p < .05, CFI = .94; African American sample Yuan-Bentler χ 2 (38, N = 230) = 56.64, p = . 01, CFI = .97.
Multiple-Group Modeling Series of Models
Each model fit the data well; therefore, we then analyzed a series of models to test hypotheses about the role of ethnicity in moderating the strength of the relationships in the model. First, a baseline model was estimated with both groups simultaneously. This model fit the data well, Yuan-Bentler χ 2 (76, N = 500) = 145.34, p < .05, CFI = .95, and thus served as the comparison model for subsequent models tested.
Next, we examined whether ethnicity moderated the measurement model. To test these effects, a model was estimated to test that the path coefficients from the CBAT and mental health status latent constructs to their respective measured variables were statistically equivalent across groups. This model did not fit the data and had a significantly worse fit than the baseline model, Yuan-Bentler χ 2 (84, N = 500) = 263.01, p < .05, CFI = .89. This indicates that one or more of the relations in the model differed as a function of ethnicity.
Using theoretical relevance and the Lagrange multiplier test, we next estimated a model that allowed the strength of the association between child sexual trauma and lifetime CBAT to differ between the Latino and African American sample. This model fit the data extremely well, Yuan-Bentler χ 2 (83, N = 500) = 84.183, p = .44, CFI = .99. The relation between lifetime adversity and child sexual trauma was stronger in the Latino sample versus the African American sample (unstandardized coefficient Latino sample = 6.41, African American sample = .71).
Next, we examined whether ethnicity moderated the relationship between the structural models. To test these effects, a model was estimated that tested the statistical equivalence of the regression paths between CBAT and mental health and the gender and age relationships. This model also fit the data well, Yuan-Bentler χ 2 (86, N = 500) = 86.987, p = .44, CFI = . 99, and was significantly different from the baseline model. This indicates that ethnicity did not moderate the structural relationships in the model.
A final model tested the statistical equivalence of the covariances between the gender, age, and CBAT. Although the model did fit the data well, when these covariances were statistically forced to be equal, Yuan-Bentler χ 2 (89, N = 500) = 133.98, p < .01 CFI = .97, the model was significantly worse than the baseline model. This means that the covariances between gender and age, age and CBAT, and gender and CBAT differed by ethnicity. In the Latino sample, the correlations between gender (women) and age = −.17, p < .05, and gender (women) and CBAT = .58 p < .05 were significant, but age and CBAT = −.13, p > . 05 was not. In the African American sample, the correlations between gender (women) and age = .33 p < .05, age and CBAT = −.20, p < .05 were significant, and gender (women) and CBAT was not = −.03, p > .05. Therefore, although there was no association between gender and CBAT in the sample as a whole, there was suggestive evidence that the Latinas were more likely to experience higher cumulative burden of adversity and trauma than the Latino men, but no such difference was found among the African Americans. The final model with significant standardized coefficients is presented in Figure 2 .
Discussion
Although there is growing evidence for the potential fruitfulness of a cumulative approach to investigating the detrimental effects of lifetime histories of exposure to adversities and traumas on mental health (Schilling et al., 2008; Schumm et al., 2006; Seery et al., 2010) , there continues to be debate about the best method for estimating these effects (i.e., sum scores of discrete experiences or using more comprehensive cumulative measures). It also remains unclear whether more advanced statistical methods may advance our understanding of ethnic group disparities in health and mental health (Geronimus et al., 2006; Myers, 2009 ). To address these issues, we used multigroup SEM to test a cumulative model of risk for psychological symptoms of distress in a sample of low-SES adult African Americans and Latinos/as who reported histories of adversities and traumas in childhood and adulthood (CBAT). These analyses confirmed hypothesized associations between experiences of greater lifetime adversities and trauma with poorer mental health status for both the overall sample and for each ethnic group. This study offers an important glimpse into these linkages in an understudied and underserved sample of men and women with high levels of chronic stress, perceived discrimination, and histories of severe child sexual and nonsexual trauma.
Contrary to expectations but consistent with some of the findings from Jackson and colleagues (1996) , both the African Americans and Latinos(as) appear to be relatively resilient, despite their high burdens of adversities and traumas. Both groups reported relatively modest levels of PTSD and anxiety symptoms, but higher levels of depressive symptoms. The men and women in the sample reported severe histories of CSA involving penetration, with the men reporting higher levels of CSA severity than the women, and Latinas reporting the lowest levels of CSA severity. On the other hand, African American men and women reported significantly more incidents of adult sexual abuse than the Latinos(as), although Latino men reported significantly more incidents of sexual abuse as adults than the Latina women.
The sample also reported high levels of experiences of discrimination due to ethnicity, with African American men and women reporting higher levels of discrimination than Latinos(as), and African American women reported the highest levels overall and Latinas the lowest. This is one of the first studies to conceptualize and estimate the relative impact of experiences of discrimination in adulthood as part of a lifetime burden of adversities and traumas. This study supports that experiences of discrimination and other stressors in a latent factor characterizing histories of adversities and traumas, significantly predicts psychological distress and dysfunction. This occurred even though many of these adults had lower than expected symptoms of psychological distress, especially general anxiety and PTSD. Future studies should assess for experiences of discrimination in addition to chronic stress and other life adversities and traumas to confirm this finding and to determine whether these results generalize to other populations.
Although the path from cumulative lifetime adversities and traumas to mental health status was confirmed, both for the total sample and for each ethnic group separately, ethnicity was not a significant moderator in the final model. However, some of the associations between the latent constructs to their respective measured variables differed between the African American and Latino samples. In particular, the salience of childhood sexual abuse as a contributor to the CBAT construct was stronger for the Latino sample than for the African American sample. This finding supports the importance of testing for both the overall impact of these risk factors, as well as the possibility that there might be important ethnic group differences in the relative impact that some of these risk factors have. The model also suggests that the relation between adult trauma and mental health status was significant only in the Latina women in the sample, and that the relationship between age and mental health status was only significant in the African American women in the sample. In particular, Latina women reported the lowest adult trauma experiences and the lowest symptoms of PTSD, anxiety, and depression of all groups. On the other hand, African American women had the highest adult trauma scores and the highest psychological distress symptom scores, which suggests greater relative psychosocial vulnerability.
These results add to the growing evidence that a cumulative burden of lifetime adversities and traumas is a useful approach for testing for relative mental health risk (Schilling et al., 2008) among low-SES, high stressed populations, and for disentangling the effects that ethnicity and gender might play in these relationships. These results also support and extend previous findings of greater psychological resilience in these populations despite their high lifetime burdens of chronic stress, discrimination and trauma (Jackson et al., 2010; Seery et al., 2010) , even when they evidence substantially greater risk for chronic illnesses than non-Hispanic Whites (Jackson et al., 2010) . Although specific resilience factors were not modeled in this study, these groups could provide a basis for the development of resilience interventions. For example, breast cancer survivors demonstrate enhanced resilience when trained to adopt a more flexible (than fixed) view of challenges, and to increase their thoughts of compassion, acceptance, and forgiveness (Loprinzi, Prasad, Schroeder, & Sood, 2011) . Likewise, African American communities use compassionate approaches (Daly, Jennings, Beckett, & Leashore, 1995) that could be instructive for such interventions.
A number of limitations of this study are worth noting. First, data from four source studies were used in the analyses, and although project differences were partially controlled for by testing for ethnicity and gender differences, there is no assurance that all of the study effects were effectively controlled. For example, sexual orientation likely varied between studies, but not all projects collected these data. Second, differences in sample sizes across ethnicity and gender groups likely limited our ability to detect some group differences. Therefore, studies with larger, gender-balanced and representative samples are needed to confirm these findings. Third, because all four studies were based on samples of convenience, additional research is needed to generalize the results described here to the general population. Fourth, the standardized measures of the three mental health outcomes used may miss some negative consequences of lifetime adversities and trauma, including assessing for clinically meaningful levels of disorders. Fifth, collecting retrospective data from participants during childhood and adulthood may underestimate the true magnitude of the adversities and traumas they experienced over their lifetime. To address this issue, future studies should use contemporaneous assessments of stress exposure in the context of a longitudinal study. Finally, neither the number of exposures experienced, nor the precise ages at which exposure to the adversities and trauma occurred, nor the possibility that there were varied times since the exposure to the adversities and trauma were addressed in this study. All of these could have affected the pattern of relationships observed.
Despite these limitations, this study makes a number of important contributions. First, it is one of the first studies to use a multidimensional assessment of the range of lifetime adversities and trauma that these populations experienced in estimating their risk for psychological distress and dysfunction. Second, established and reliable measures of the constructs of interest were used, and the contributions of the different life adversities and trauma to the overall burden of adversities and trauma were assessed. Third, ethnic differences on each of these paths were estimated. Fourth, the CBAT conceptual model was tested using multigroup SEM, which is a more efficient and statistically robust way of testing the hypothesized effect paths, both in the overall sample and for each ethnic group separately. Finally, three different measures of symptoms of psychological distress and dysfunction were used to estimate their relative mental health status, which is more robust and sensitive than using only one measure.
In summary, the present results are among the first to demonstrate the effects of childhood and adult adversities and traumas on levels of psychological distress symptoms in a multiethnic sample of adults with high burdens of adversities. This model applied equally well to both ethnic and gender groups, with only relatively few differences observed. These results are also consistent with previous findings of higher than expected levels of psychological resilience given the level of burden of adversities that these populations experience. An important next step in future studies using models such as this is to include the assessment of biomarkers to assess the biological mechanisms through which these psychosocial risk factors exert their effects.
Looking forward, the results support the need for more interventions that focus on reducing exposure to these negative contextual factors and more effective ways to bolster coping skills to reduce psychiatric risks. Additional studies are also needed that use a cumulative burden of risk approach with populations that differ by race/ethnicity, gender, and SES to precisely map targets for prevention interventions. This research should also confirm the present results with larger, more representative and ethnic and gender-balanced samples. In the meantime, these initial findings suggest that mental health and primary care providers should assess for lifetime history of adversities and trauma while assessing patients' psychosocial history to better understand the determinants of patients' current functioning. Note. N = 500. African Americans: n = 180, African American men: n = 167, African American women: n = 63; Latino/as: n = 120, Latinos: n = 50, Latinas: n = 220. Standard deviations are given in parentheses. E = ethnicity; G = gender; CSA = child sexual abuse; ASA = adult sexual abuse; IPV = interpersonal violence (i.e., spousal abuse); PTSD = posttraumatic stress disorder.
